DOCOHEHT SESOHE 



BD 127 545 CG 010 774 

J^HTHOE narkham, Bonnie; Scadiery, Diane 

TITL2 Service Needs and Service Delivery: An Assessiaent 

Technique for Community Mental Health Centers. 
PUB DATE Apr 76 

HOTE 30p. ; Paper presented at the annual meeting of the 

Eastern Psychological Association (!Iew York, N.Y., 
Aprils 197^) 

AVAILAbLE FP.Ott Bonnie Warkham, Ph.D., College of Medicine and 

Dentistry of New Jersey, Rutgers Medical School, P.O. 
Box 101, Piscataway, New Jersey 0885U 

MF-$0.83 HC-$2.06 Plus Postage. 

Census Figures; Community Characteristics; ♦Community 
Health Services; ^Delivery Systems; ♦Demography; 
♦Evaluation Methods; ♦Mental Health Clinics; ♦Needs 
Assessment; Predictor Variables; Program Planning ; 
Psychological Needs; Recordkeeping; Research 
Pro jf^cts 



The present study confirms that it is possible to use 
readily available and easily analyzed data from the Mental Health 
Deomgraphic Profile (MHDE) to predict the demographic characteristics 
of persons seeking treatment in a community mental health center 
(CMHC). The procedure suggested is accessible to all federally funded 
CMHC's and does not require the use of the computer. In this 
procedure^ 25 variables are selected from the HHDP and grouped into 
seven indicators of social class^ ethnicity^ family life style, 
residential life style^ economic, education, and special needs. These 
indicators are then analyzed according to geographic areas to relate 
the actual utilization of services to the predicted need. An adequate 
patient recordkeeping system is needed^ however^ if population 
characteristics are to be compared to those of the persons served. 
Demographic data is seen as useful for service evaluation and 
planuiiig>» Tables, figures^ and references are also presented to 
support the use of demographic data for the assessment of CMHC's. 
(Author/HLM) 
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INTRDDCCTION 



Although the Federal guidelines for the establishment of Community Mental 
Health Canters specifies the necessity for conducting needs assessment studies 
prior to the establishment of the Center, the opening of Centers around the 
United States has not been accompanied by the proliferation of efficient , 
useful techniques for accomplishing this end. Confronted by a critical need 
for information regarding a possible redelineation cf catchment areas in 
Middlesex County in which our CMHC is located, and a stringent time limit, 
we were faced with the problem of rapidly developing a methodology for needs 
assessment and service delivery studies that could be Implemented in a short 
period of tijue with a minimum of personnel and expense, and which also would 
be relevant to the planning task at hand. 

Fortunately, we had been exploring the possible use of census data for a 
variety of evaluation studies and were familiar with work done by the NIMH 
Biometry Branch applying census data to the investigation of characteristics 
that have implications for community mental health. Armed with the NIMH work, 
census data in the form of a catchment area Mental Health Demographic Profile 
(information which is available to all CMHCs in the United States for their 
catchment areas) and a good patient record keeping system at our Center, we 
were able to develop d simple methodological approach to predict need for 
mental health services and to examine the actual utilization of services in 
relation to those predictions. Since the Data employed in this study is 
readily available to all CMUCa and is simple to analyze either manually or 
by computer, we felt that the approach might have more general applicability 

to other Centers and to a range of planning and aVMeeement uses other than 
the sing^'e purpose for which it was originally devex'^ped.' 



The authors would like to acknowledge the assistance of Irving Secemski without 
whose help the data processing and analysis would have been Impossible. 

Copies may be obtained by writing to the first author at the College of Medicine 
and Dentistry of New Jersey - Rutgers Medical School, P.O.B. 101, Piscataway, 
New Jarsey 08854 



Markham/Scudiery 2 

It shouli be noted that although the distribution of demographic character- 
istics iii a coinmunity has received much attention as a means of anticipating or 
aescribing potential needs for mental health services, this approach remains a 
controversial one. In the absence of definiti'-e research, further exploration 
of the potential usefulness of this orientation seems worth investigation- 



PI'';JCEDURE 

The Rutgers Community Mental Health Center in Central New Jersey was the 
locus of the present study. Since its opening in October of 1972, the Center 
has grown rapidly in staff, range of services, numbers of clients and a 
variety of other wa'^s. The Center services Catcliment Area 30, one of three 
catchment areas in Middlesex County ► According to the 1970 Census, almost 
236,000 persons reside in the catchment area which alpo includes Rutgers, 
the State University of New Jersey and Middlesex County Community College, 

Nine towns majce up the catchment area and are grouped into four sub- 
cj?rchment areas for out-patient care. The si»b- catchment areas are the responsi- 
bility of four Community Focus Teams. In addition, the College population is 
served primarily by a team of its own, the Student Team. The Center also 
provides in-patient and partial hospitalization! rehabilitation, acute 
psychiatric services and consultation and education to the entire catchment 
area. 

Needs Assessment Analysis 
The first issue we addressed was that of needs assessment. For this 
purpose the Mental Health Demographic Profile System derived by NIMH from the 
1970 U. S. Census was employed. The development of the Mental Health Demographic 
Profile System is based on the assumption that certain characteristics of a 
population (poverty, overcrowding, low income, etc.) are considered "high risk" 
in terms of needs for mental health services. 
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The catchment area profiles contain extensive data in se%'eral social 
areas: socio-econctiic status, ethnic ccnpositicn, household cccpcsitior*, family 
structure, life style, ccnditicn cf housing, and cc^unit> instability. This 
source of demographic data vas selected for a nuniber of reasons: (a) it is 
readily accessible to all Cccrunity Mental Health Centers, providing information 
which otherwise would have to be gathered by large scale ccranunity surveys, 
(b) the data is in a fcra which allows for rapid nanual analysis, (c) extensive 
work has been dene by the IiIMH Biometry Branch on the use of census data to 
estimate mental health needs C^D.'H, 1972, 1974, 1975). 

Tventy-five variables were selected from the Demographic Profile and were 
grouped ir.to seven indicators. 

[Table 1 about here] 

The variables and indicators were chosen after much deliberation, careful 
reading of the literature and council with other centers doing similar work 
(especially Raritan Bay Community Mental Health Center). In spite of this 
labored approach there remains a certain element of arbitrariness in the choices 
since there i^ no dafinitive research substantiating all of the assumptions 
involved* 

The difference between the indicators and variables approaches is somewhat 
similar to the distinction that is often made between the incidence and preva- 
lence of disease. Areas ranking high on the variables are analogous to a 
situation where there is high incidence of an ailment (in this case severe 
stress-producing characteristics) where is **.he areas ranking high eti- -the in- 
dicators suggest high prevalence of stress in that region (none of the high 
ranking areas may be the most severe on any of the stress measures but there is 
a general chronic high level across stress ineasures/. 

Social Status Indicators, Linkaiges between social status and mental 
illness (see, for e:cample, Dohrenwend, 1967 for a review and critique of this 
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area) have often been demonstrated. Sociologists cotamonly view social status 
as at least a function of econoi&lCt occupational and educationel factors. 
"Certainly since Weber (1947, 53), sociologists have considered economic 
class (ability to consume goods and services), social class (prestige posi- 
tion), information (or education) status, ethnic status and social power as 
separate and distinct dimensions in describing the stratification system of 
western indxxstrial society • « • (Redick and Goldsmith, 1971, p. 4). For these 
reasons. Economic , Education and Social Class were selected as indicators 
relevant to community needs assessment « These indicators were composed of 
selected 1970 Census variables assximed by NIMH to be valid indices of the 
three social status factors. 

Ethnicity Indicator. To the extent that ethnicity is related to social 
status, it too may be viewed as a mental health needs Indicator. Other evl* 
dence (see Dohrenwend, 1967 for review and commentary) suggests high symptom 
rates and higher treatment races eepecially for Black and Puerto Rlcan 
minorities in the U. S. In addition, the NlhlH group suggests chat ethnic 
heterogeneity is an important factor in predicting need (R^dlck and Goldsmith, 
1975, p. 7), For these reasons, we selected an Ethnicity Indicator which 
encompasied the range of ethnic sub-populations In the area. 

Family Life Style Inclicator , Family Life Style was selected since 
absence of stable family systems iii associated with commonlty disorganization 
which has c«ften been associated with mental health needs. As Redick and 
Goldsmith (1971) state, "Although non-family areas of a city obviously account 
for only a small portion of a subareas* total resident population, identification 
of these areas is Important because of the concentration therein of IndivMuals 
who have 'problems' (p. 5)." 

Since the absence of husband and wife households appears to be a de- 
fining characteristic of non-fam^.ly ar^as* the percent of husband and wife 
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households was chosen as the most significant variable for the Fanily Life 
Style indicator ♦ Tne youth dependency ratio and aged depertdency ratio were 
chosen because they both indicate special sub-groups within the faaily life 
cycle which tend to be higher in risk due to their place in the life cycle. 

Residential Life Style Indicator^ ^Neighborhood instability in terns of 
frequent turnover of residents and the existence of poor housing conditions 
is viewed as causally related to mental health needs. For example Schorr 
(1963) states » "The following effects may spring from poor housing: a per- 
ception of one's self that leads to pessimism and passivity, stress to which 
the individual cannot adapt, poor health, and a state of dissatisfaction 
31)." And as regards transience: "The ecological studies of 
Faris and Dunham • . • and o£ Freedman • • • directed attention tJ the pos- 
sible existence of association between mobility characteristics of areas of 
a city and rates of mental dis€;ase of the population living in these areas 
(Redick and Goldsmith, 1971, p. 7)." The Residential Life Style indicator 
was chosen to subsume the factors of neighborhood transience and poor housing. 

Special Needs Indicator. A seventh indicator. Special Needs , was 
chosen to substime special populations with high potential need for services. 
Such a category is suggested by the NIMH reports (see for example, Ri dick 
and Goldsmith, 1971, p. 7). The variables comprising this indicator rzxe 
selected because the subgroups involved have mrultiple stresses includltig 
economic, employment, dependency, and isolation. 

If the demographic needs assessm^'^nt procedure is valid, it mOoIiI lead to 
the prediction that persons seeking mental health service are more likely to 
come from "high risk" areas and are more likely to have high risk character- 
istics than other persons in their geographic region. 

The analysis of the catchment area was performed in relation to three 
geographic levels with each having different Implications for planning: 

7 
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(a) Total catchneat area, <b) Sui-catchaeat areas served by specific RCMHC 
units t (c) Census tracts » the geographic subdivisions used by the Bureau of 
the Census for most of their data collections* 

An Illustration of the indicators approach will be given for the 
Economic Indicator. All the tracts in the Catchment Area were ranked on tht: 
five variables conposlng this indicator. These ranks were averaged and 
tracts falling In the top five ranks were identified as the tracts most at 
risk in relation to economic conditions. 

A isap of the entire catchment area with census tracts delineated was 

employed to show h .gh risk areas. Each tract which appeared in the top five 

ranks on an indicator was highlighted on the map. Figure 1 is a map for the 

[Figure 1 about hnre] 
Economic Indicator. The m^p facilitates the lacstic^rj, of high risk areas? in 

this case, all of th^ tracts are in New Brumwlc^, Tb^e use of such maps can 

assist planners in targetting areas which are llkaly to have particular 

problems. 

The identification and location of tracts which ranked in the top ten 
averaging across variables and across indicators was accomplished in a simi- 
lar manner. Eight of the tracts identified in these two ways were the same. 
For Catchment Area 30^ then» the prevalence (indicators) and incidence 
(variables) of stress characteristics nave a high jegree of geographic 
overlap. 

llie variables and indicators approach allows us to predict which parts 
of our service area were higher or lower in need but we hsd no standard 
against which to measure the extent to which the highs are high and the lows 
are low. The Demographic Profile from which the variables and indicators 
were obtained also provides information on the relative standing of each 
particular catchment area to all other catchmented areas in the U. S. This 
co:opari8on was useful in the present study as a means of determining where 

8 
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Catchaent Area 30 stands as regards the variables ve vere using to predict 
need for iientai health services. 

The availability zi this data fcr the entire country provided us v;ith a 
standard to which co^pariscns with Catchjnent Area 30 could be niade. The 
extent to vhich Catchrent Area 30 presents a nioderate picture on most of the 
variables is quits striking. 

[Table 2 about here] 

The area (for any of the variables) is not included in the top one third 
of all catchnent areas in regard to risk, although it ccmes close on recent 
niovers (undcubtediy due to the large college; population) and percent of 
non-white ncn-black population (0.6 percent). The cne ether narked deviation 
in the overall pattern of a riiddle range area is for the variable Aged Depend- 
ency Pwatio. Minety-tvo percent of all catchrtent areas nationally have a higher 
percent of persons o/er 65 in relation to persons 13 to 6-^. Triis suggests 
that there is a proportionately srall aging Population in this area. In 
general then, Catchnient .Irea 30 is son:evhere in the oiddle range of all 
catchzented areas in the U. on the selected variables. 

Ser-zice Delivery Analysis 
The second issue ve addressed was that of relating actual utilization 
of service to predicted need. The Rutgers Cooaunity Mental Health Cvinter 
service statistics vere utilized for this purpose. Three levels of analysis 
were employed: a general leve vhich looked at the service delivery to the 
entire catchment area in relation to the population characteristics; a more 
specific level vhich focused on services as delivered to major geographic 
subregions of the catchment area, that is, regions covered by cooanunity focus 
teams; and finally, a fine-grained analysis based on needs and services to 
the community as defined by census tracts. The service period chosen was 
July 1, 1974 to March 1, 1975. 




9 



Markham/Scudiery g 

The demographic variables selected to describe the center patients 
wevH chosen to have bearing on the indicators enployed in the census needs 
assessrient phase of the study and were determined by what inforaation is 
contained in the Center data base. The following variables and their com- 
binations were obtained: the total nuxber of adxissions, and for each 
patient: inco-e, ethnicity, age, sex, educational level and referral source. 
Data for the entire Center and grouped by Sub-catchment areas was available 
for all admissions. Data grouped by census tract also was exariiined ; however, 
for this analysis only a portion of the client:^ served during the tine period 
was involved. Ve eniplcyed a sampling procedure because the clients had tc 
be assigned to census tracts especially for this study since at that tine 
census tract vas not included in the basic patient record. Two different 
sanplins procedures were employed in order to assure that the actual admission 
pattern by time and by ser^/ice unit was represented. Each sanple was compared 
to the total Center admission rate. Since it was found that the n^o potential 

[Table 3 about here] 
biases did not exist, the samples were coribined. Only 13 names appeared in 
both saniples or slightly under 3%. This was not consideted a large enough 
overlap to cause distortions in the data. 

While unit and tisie biases appeared not to be present, the sanr^ling 
procedure does have at least two major sources of biases. The extent of the 
bias and ti:c inpact on the analysis can only be conjectured. First, the 
sanples were drawn from service statistics available in April, 1975^! "Since 
that tine, the Center's service statistics have been updated and clients 
admitted retroactively have been added. Consequently, the sample under- 
represents the actual admission rate of the Center during this time period. 
The second bias is a result of the manner in which a 10% sample was obtained. 

[Table 4 about here] 
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Since clients were listed alphabeticallv and every 10th admission 
selected, there is a bias against renbers cf the san:e family entering the 
sanple since far^ily r.es:bers are probably next to each other in ter^s cf the 
alphabetic order. The consequence of this bias is that clients coming frcr 
the sanie geographic subregion are less likely .o appear in the sarple. 
That is, niembers of the saiie family probably live in the sane census tract. 
If ve predict that high stress will generate nore clients and r.cre client 
families there is an under-representation of those tracts caused by exclud- 
ing fanily rnenbers frozi the sanple. 

Centervide service data vas compared to >:i!"!H data regarding utilization 
of federally funded r.ental health centers (::i>2i» 1974). Sczie of the data 
vas relevant to evaluating the levels of activity at ROZnC since the inforn- 
ati.^n cculd provide a baseline or e:cpected level of ser/ice against whlr.h to 
nieasure. There does not appear to be a ccnmzonly agreed upon level of activity 
or a generally accepted level of need for service in a coraunity, ccnsequencl*^ 
this er.pirical and rclativistic standard seeded an appropriate one to use^ 
Table 5 presents a comparison for age and sex of client utilization 
[Table 5 about here] 
data for Rutgers C^IC and other federally funded uental health centers. 
RCIHC presents a fairly typical utilization pattern for these variables 
with two exceptions. A higher proportion of ziales under 15 (32.6% cor.pared 
to 22.3%) is seen by Rutgers than the national average and a lower proportion 
of nales between 45 and 64 (S.32 compared to 15.5%) is seen. - 

RESULTS 

In this aecticn the results of the cocparison of the needs assessrnent 
and service delivery analyses will be presented. With the exception of the 
ranking procedure used in looking at census tracts, analysis for the three 
levels were essentially the sase. For this reason, we will present in detail 

er|c 1 1 
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only the census tract analysis. In this analysis ve w511 address ourselves 
to the issue of whether persons seeking and re* living treatment at RCMHC coae 
from the high risk populations. For each set of tracts we asked the question: 
What characteristics should people from that set of tracts who seek mental 
health service have? and. Are they more likely to have these characteristics 
other than persons coming to the Center? 

Ideally, in order to compare client charactpristicr with the census data 
assessment of high risk we should have used the exact same variables in both 
instances. In actuality, however, census data was far more extensive and 
covered e wider range of variables than the RCMHC client records v»ire able 
to Provide. Consequently, we cho»e from the information available for each 
client, that information which most closely resembled census data or that 
could be Inferred to bn strongly related to it. Two illustrative Indicators - 
Economic and Residential Life Style - were selected to demonstrate the dif- 
ferences in the analysis when variables related to the Indicator are matched 
or inferential. 

Economic. This indicator is a composite of several variables related to 
income level. Due to the small sample it was considered sufficient merely 
to use the single variable: Z of persons whose family income is under $150 per 
week. Given current definitions offered by the government and taking into 
account the median income level In the area, it was felt that aa average weekly 
income for a family of under $150 could be considered a low income. We did 
not have family size information on our clients so we were unable to determine 
how many people needed to rely on Ihe amount indicated. We assumed that an 
average ot thre* or four persons were in the faoily and even if fever were 
involved, $150 per week was not an unduly large sum to use as a dividing line. 

Figure 2 j>re8ents the data for this variable. Only 8.3Z of the persons 

[Figure 2 about here] 
from the high risk tracts make over $150. For the catchment area as a whole 

ERIC 1 9. 
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as many as 49,7% earn nore than this figure. The prediction that low income 
is more likely to be associated with persons from the high risk tracts than 
with persons from the Center as a whole was strongly confirmed. 

Residential Life Style, Neither of the variables relevant to this 
indicator were available directly from Center records. Overcrowding and recent 
movers, therefore, were represented by characteristics which were thought to be 
related in some way. It was assumed that overcrowding is a condition related 
to low income. Low income vas therefore selected to represent the variable. 

There is an enormous difference betveen the income of persons coming 
from the high risk tracts and those seen at the Center from the entire catch- 

[Figiare 3 about here] 
ment area. Only one person out of 30 from the high risk tracts or 3,3% had a 
family income of over $150; 96.7^0 made under $L50 weekly. In contrast, clients 
from the entire area split almost evenly as regards income with 50.3% having 
an income under $150 per week and 49.7% having an income over $150. The pre- 
diction regarding income differential among persons from the high risk tracts 
compared to all of Catchment Area 30 was strongly confirmed. 

A second variable was used to correspond to the census variable: Percent 
of persons who are recent movers. It vas assumed that recent movers have not 
yet been integrated into the social network of the community and have a mini- 
mal knowledge of community resources and less familiarity with access routes to 
those resources. Consequently, the conjecture was made that recent movers are 
likely to have access to mental health services indirectly througS*' agencies 
and institutions with which they have con*.act more readily, such as schools, 
welfare, churches and the like, Tv'e predicted, therefore, that recent mo\'ers 
were more likely to be referred to RCMHC by agencies, etc, than they would be 
to come to the Center directly or through the social network of their community. 
Thus, self, family and friends rcould appear less often as a referral source for 
such clients, Figure 4 presents the relevant data. For the entirs catchment 
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[Figure 4 about here] 
area» self» family and friends refer 46. 5Z of the cases while 53. 5Z of the cases 
are referred by other sources. For the high risk tracts only 35.5Z of the cases 
are self or social network referrals and 64.52 are referred by other sources. 
There Is a definite trend In the predicted direction. 

Variables and Indicators - Top Ten. The tracts Identified by these two 
analyses will be considered together. Since no specific demographic character* 
Istlcs were predicted to be associated with these measures of high rlsk» It 
was hypothesized that the number of persons seeking service who came from these 
tracts would be at least proportional to their level In the population. We 
were hesitant to use this approach for a number of reasons. First » as 
previously discussed » It Is believed that the samples have two biases which 
have an undetermined effect on them as regards adequate representation of 
the census tracts. Second » using the actual numbers in the 20Z sample may 
Introduce distortion since the total size of the sample is only 483 and the 
total number of tracts is 49. Each tract would by chance alone be represented 
by only nine cases. With such a small number » the opportunity for small 
variations making large differences is great. Consequently^ the analyses of 
numbers of persons served is presented with caution. 

Figxire 5 presents the data for the ten tracts highest on selected census 

[Figure 5 about here] 
variables. The actual population from the 10 tracts » 32 » 856 persons, represents 
13. 9Z of the total catchmented population. Persons seen from thosB' tracts » 
61 persons, represent 12. 6Z of the total patient population in the 20Z sample. 
There is a small difference between the population percentage and that of the 
persons served. Whether or not this is a significant difference or merely a 
consequence of the various problems with using the sample in this way cannot 
be answered in this report. In any event, the percentages are quite close. 
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Figure 6 presents the data for the tracts ranking In the top ten for the 

[Figure 6 about here] 
indicators. Here the patients are 17. 2S of the total served and the tract 
population is 17.31 of the total Catchment Area population. These proportions 
are almost exact and may be considered funct^.onally equivalent. Again, whether 
it can be assumed that the proportion of persons served is accurate or would 
change markedly if the entire patient population was assigned to census tracts 
is not resolvable with the data available. It is tempting to speculate, however, 
that removing the sampling biases would lead to an increase in percentage of 
persons served from the high risk tracts as measured by the top ten variables 
and indicators. 

Summary. The census tract level analysis revealed that persons from high 
risk tracts receiving service at RQIHC as determined by selected census variables 
and indicators have the high risk characteristics that are associated with 
their geographic sub--region. Sampling biases made it Impossible to determine 
whether the prediction that the proportion of persons served from the top ten 
tracts on variables a-"id Indicators would be at least as large as the population 
in those tracts. Taking the entire census tract level analysis Into account, 
it may be concluded that the major question: Are we serving the kind of person 
that ve have identified as needing help? can be answered affirmatively. 

DISCDSSION 

Within a relatively short time, two persons working very part-time were 
able to obtain and analyze data relevant to comQunlcy needs assessment and compare 
this information to actual service delivery. The entire project is estimated 
tc have taken about the equivalent of one month of full time work for one 
person, ^ch of the time was consumed In designing the approach, and so it is 
expected that a similar study cotild readily be completed with the same or 
fewer work days. 

15 
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The primary reason for instigating the study centered on a planning 
issue £or Middlesex County* One concern of the planners was whether our 
Center was able to handle a growing catchmented population, particularly that 
segment of the population which was likely to be at risk. Since a hospital in 
Catchment Area 30 was interested in opening its doors to that portion of the 
population residing closest to it, the question of high risk and adequacy of 
services was most relevant for the part of the Catchment Area near the hospital. 
Our analysis was able to shed some light on this matter. First, the study 
demonstrated that the higher risk populations did not in fact reside in the 
region at issue and further that the numbers and characteristics of persons 
served from that region meet the criteria of adequacy put forth: delivery 
rates nationally, and demographic indicators of need. In a climate where 
economic and political considerations could easily take precedence over com- 
munity needs and service delivery, the availability of our data introduced 
an important empirical factor in the decision making process. 

While the present study has considerable usefulness for mental health 
planning on the county level and also can be employed for catchment area and 
sub-catchment area assessment, it by no means presents a complete picture. 
The study was conducted in 1975 employing 1970 census data. As time moves 
on in this decade the accuracy o£ census data decreases and the applicability 
of any analyses of it for immediate planning situations decreases as well. In 
addition, many other factors enter into the needs assessment picture. For 
example: What resources are available to the community, e.g. family* services, 
vocational training, school coxinselllng and the like? What Is the esrperienced 
need In the population for mental health care? and What prevention activities 
are being conducted by the mental health center or other community groups? 
Clearly, the most accurate approach would be a multlf acated one utilizing a 
variety of assessment techniques » 
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In order to Implement a study like the one described It Is essential to 
have easy access to well organized information regarding level of patient 
activity and patient characteristics. It would also facilitate the data 
analysis to include a census tract code in each record. This procedure is 
now employed at our Center, We were able to obtain tabulated data by 
computer since Rutgers CMHC employs a computerized record keeping system; 
however, a manual system would also serve the purpose. A number of coding and 
logging systems are available which allow for the possibility of cross tabu- 
lating data manually and could readily provide access to the information 
required. The demographic data for the Catchment Area was all processed 
manually from the Mental Health Demographic Profile. 

Goldsmith and 1 is co-workers have continued to modify their approach to 
the identification of social areas likely to n^ed mental health services. 
A recent report, (NIMH, 1975) which became available after we began the 
study, presents rather sophisticated and flexible techniques for assessing 
need from census data. Those used in the present study follow their earlier 
approach which proved adequate for our purposes. The newer techniques, how- 
ever, allow for increasingly specific predictions and could be used to 
advantage where the goal is to determine the need for highly focused programs. 
Hopefully, some of these approaches will be experimented with and elaborated 
in time for the 1980 Census. 

From our review of the literature, it appears to us that this study 
is xmufynaT In that it uses a needs asse&stiuaat approach to measure adequacy 
of service delivery for the purposes of planning. This is in fact a program 
evaluation function and suggests that the analyses presented have applications 
to evaluation research. Periodic compilation of siervtcc delivery statistics 
and patient characteristics, for example, on a six ^nonth cycle, could be used 
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to compare against predicted need and/or defined program goals. Whether a 
program is moving toward its objectives or increased responsiveness to high 
need populations could be determined. 

Absent in the literature are standards for service delivery in general 
and for Viigh risk populations in particular. Studies comparing need and 
delivery across mental health centers and catchmented populations would be 
very useful for determining realistic criteria of adequacy. Such comparisons 
would also be of assistance in sorting out which demographic characteristics 
xxnder what conditions are most highly related to mental health needs. 

In spite of the many ifs, ands, and buts of the present study, we feel 
that such analyses may be of assistance to other mental health centers for 
planning and program ev«^luation. Hopefully, cross-center comparisons and 
other applications of the method will lead to its refinement and increased 
usefulness. Heeding the war'.lng o£ Schulberg and Wechsler (1967), who state, 
**any experienced program planner ... is aware of the many practical and 
political consideration-*^ constantly forcing hua to disregard temporarily* or 
even abandon, an optimal rational ap^^^roach and to \esort instead to more 
expedient and feasible alternatives (389-390)," we feel that the approach de- 
scribed, while expedient and feasible, does not abandon rationality in its 
Intplementation. 
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IS 



Z Persons Southern snd Eastern European Heritage 
Z Persons Spanish Heritage 

Residential Life Style Z Overcrowded Persons 

X Recent Movers 

Z Black Hales in Lover Status Occupations 
Z Vhite Males in Lover Status Occupations 
Z White Females in Lover Status Occupations 
Z Black Females in Lover Status Occupations 

I Families in Poverty 
Z Population in Poverty 
Median Income for Whites 
Median Income for Blacks 
Upper Quartlle Family Income 

Z Persons Completed High School 18 years azul over White 
Z Persons Completed High School 18 years and over Black 
Median School Completed for Persons 25 and over 

Special Needs Z Teenagers not in School 

Z Aged Persons Living Alone in Poverty 

Z Female Bead of Household Living vith Children in Poverty 
Z Persons Dlsabled^Dnable to Work ' 



Social Class 



Economic 



Education 
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TABLE 3 



Kuober of Admissions by Month for the Time and Unit Samples In Comparison 
to Total Center Admissions from July 1, 1974-March !» 1975 



Sample Type 

Month 


Total 
Center 


lOZ Time 
Sample 


lOZ Unit 
Sample 


Julv 


384 


38 


37 


^USU&£ 


231 


22 


22 


September 


290 


28 


29 


October 


374 


36 


38 


November 


303 


30 


30 


December 


240 


23 


21 


January 


356 


33 


36 


February 


321 


29 


31 


March (1 day) 


1 


0 


0 


TOTAL 


2.500 


239 


244 


Number of Admls 
Comparison to Total 


slons by Unit for the Time and Tint Samples In 
Center Adaissioas from July 1, 1974-March 1, 1975 


Sample T3rpe 

U-nit 


Total 
Center 


lOZ Time 
Sample 


lOZ Unit 
Sasple 


010 APS 


420 


36 


42 


110 New Br-mswlck CFT 


365 


33 


35 


120 Northern CFT 


603 


61 


59 


130 Edlson-Metuchen CFT 


467 


44 


" " 45 


14C Student CFT 


129 


11 


13 


150 HP-NoB CFT 


225 


25 


22 


All Other 


291 


29 


28 


TOTAL 


2,500 


239 


244 
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TABLE 4 



Bypotheclcal Ex«fflple of Center 
Statistics for July 1, 1974-March 1, 1975 
Data for Hypothetical Unit 000 



101 Saaple 
Mrs. Sarah 



Ms. Frieda Bo 



Name 

1. Mrs. Sarah Aa 

2. Mr. Aired Aa 

3. Hr. Johnny Aa 

4. Ms. Sally Aa 

5. Mr. Horace Ac 

6. Mr. Charles Ag 

7. Ms. Carol A» 

8. Mrs. Denise Ba 

9. Mr. Henry Ba 

10. Mr. Tony Ba 

11. Ms. Fxieda Bo 



Admission Date 

July 27, 1974 
July 27, 1974 
July 27, 1974 
July 27, 1974 
February 7, 1975 
October 12, 1974 
January 11, 1975 
August 22, 1974 
August 22, 1974 
Sepceaber 15, 1974 
December 3, 1974 
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TABLE 5 



Comparison of Service Utilization Rates by Age and Sex for Rutger^j; Community 
Mental Health Center July 1, 1974-March 1» 1975 and 1972 NIMJi* 
Data for all Federally Fun'^ed CMliCs 



AGE 


TOTAL 


MALE 


FEMALE 


Total 


511,706 


247,292 


264.^14 


RCMHC 
Total 


*> ICC 

2,355 


1 ,0oJ 




NIMll 
15 


17.22 


22.32 


12.52 


RCMIIC 
15 . 


23.32 


32.62 


15.32 


NIMH ! 
15-17 ' 


8.52 


8.42 


e, 62 


1 

RCMHC ' 
15-17 


5.22 


5.32 


5.0% 


NIMH 1 

18-24 i 18.32 


17.62 


19.02 


i 

RCMHC i 

18-24 ' 20.2% 


18.12 


21.92 


NI>^H ! { 

25-44 i 35.'n t 32.7: 


38.82 


RCMHC 
25-44 


38.02 


i 33.12 


42.12 


NIMH 
45-64 


16.22 


1 15.52 


16.92 


RCMHC 
45-64 


1 

11.02 


1 

! 8-32 


13.32 


NIMH 
65+ 


1 

1 
i 

3.82 i 3.42 


4.22 


RQIHC 
65+ 


2.32 ! 2.42 


2.32 



Prcvisional Data on Federally Funded Cornmunity Mental Health Centers, 
1972-73 , p. 37. Prepared by: Survey and Reports Branch Division of 
Bicsnetrv National Institute of Mental Health, ADAMEA, Rockville, 



Maryland, April 1974, 
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ficuh: 2 



RCMHC coses 
V/eekly Income under ^150 
July 1, 1974 -March 1, 1975 

RCMHC coses 
Weekly Income over ^150 
July 1,1974 -March 1,1975 

Totol 



ECONOMIC INDICATOR 
TolQl 

Top Five Catchment 
Tracts on Area 
Indicator (49 Tracts) 



33 y/ 

j / 91. f 10 


1050 


3 y/ 

ya37o 


1039 

>/4977o 


36 X 

y/\00 70 


2089/ 
yi007o 



o 
o 
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%h 40 



CD 
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20 
10 



,1 : i 



Percent of coses with weekly 
CZH Income under ^150 

Percent of coses with weekly 

' Income over ^150 




Top Five Tract on 
irKlicator 



Total Catc^.ment Area 
(49 Tracts) 
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FIGUF.E 3 



RESIDENTIAL LIFE STYLE INDICATOR 
Income 
Top Five Total Catchment 
Tracts on Area 
Indicator (49 Tracts) 



RCMHC coses 
Weekly inconne under ^150 
July 1,1974-Marctil, 1975 

RCMHC cases 
Weekly Income over ^150 
Julyl,l974-Marcti 1,1975 

Total 
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Top Five Tracts on 
Indicator 



Total Catctiment Area 
(49 Tracts) 



FIGURE 4 

RESIDENTIAL LIFE STYLE INDICATOR 



RCMHC coses 
Referred by self, family, friends 
July 1,1974-March 1,1975 

RCMHC coses 
Referred by Olher 
July :,l974-Morch 1,1975 



Totol 



Referral Source 


Top Five 
Tracts on 
Indicator 


Total 
Catchment 

Area 
[49 Tracts) 


1 1 / 


lUDCJ X 












/53.57o 


31 y/ 


2297 X 
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Percent of cases referred 
by other. 




Top Five Tracts on 
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Total Cotchment Area 
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Admission Rotes for the 20 Percent Sompie 
Ten Mocts Ronking Highest in Problem 
Severity on Selected Census Variables 

Admission 

Rote Population 
RCMHC Data 1970 
7/1/74-3/1/75 Census Data 



Tracts Ranking 1-10 



Tracts Ranking 11-49 



Total 



61 X 


32,856/ 
/l3.97o 


422 X 


202,926^ 


483 X 
/ 100 % 


235,782/ 

/i6o% 
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Admission Rotes for Ihe 20 Percent Sample 
Ten Tracts Ranking Highest in Problem Severity 

On Selected Census indicators 



Admission 

Rate Population 
RCMHC Data 1970 

7/1/74-3/1/75 Census Dcta 



Tracts 
Ranking l-IO 



Tracts 
Ranking 11-49 



Total 
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